A miner, known to have had lung silicosis for 30 years, was investigated for abdominal pain. A retroperitoneal mass was found, in which histological examination showed an inflammatory reaction to silica.
Silicosis of the lung typically develops years after exposure to silica and is characterised by slow progression of fibrosis.' Extrapulmonary silicosis is rare and usually asymptomatic.2 We report a patient who had had lung silicosis for 30 years and who developed severe and persistent abdominal pain due to silicotic nodes in the retroperitoneal space. This appears to be the first case of an abdominal silicotic mass to be resected successfully. Silicotic changes of different histological age were present in liver, spleen, lymph nodes, and bone marrow, suggesting three histological stages in the evolution of abdominal silicosis: the silicoconiotic nodule, the silicofibroconiotic nodule, and the sclerohyaline nodule. As in our case, these authors also found silicotic changes in abdominal nodes, suggesting that this is a "recent" histological feature with an absence of fibrosis in patients dying of chronic lung silicosis. It remains uncertain why silica may trigger a histological picture of recent inflammation, when (presumably) it has been present in retroperitoneal lymph nodes for years. The interaction of external factors with the immunological state of the patient is important' and the recurrences of tuberculosis may have altered our patient's defence, causing the development of abdominal silicotic nodes.
In patients with lung silicosis abdominal silicosis should be included in the differential diagnosis of an abdominal or retroperitoneal mass irrespective of the presence or absence of calcification. Surgery should be offered to patients with symptoms. Because of the improved survival of these patients with modern treatment, more patients may present with symptomatic extrathoracic silicotic nodes mimicking abdominal carcinoma. 
